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Abstract
Background: Clinical decision support (CDS) tools improve clinical diagnostic decision making and patient safety. The
availability of CDS to health care professionals has grown in line with the increased prevalence of apps and smart mobile devices.
Despite these benefits, patients may have safety concerns about the use of mobile devices around medical equipment.
Objective: This research explored the engagement of junior doctors (JDs) with CDS and the perceptions of patients about their
use. There were three objectives for this research: (1) to measure the actual usage of CDS tools on mobile devices (mCDS) by
JDs, (2) to explore the perceptions of JDs about the drivers and barriers to using mCDS, and (3) to explore the perceptions of
patients about the use of mCDS.
Methods: This study used a mixed-methods approach to study the engagement of JDs with CDS accessed through mobile
devices. Usage data were collected on the number of interactions by JDs with mCDS. The perceived drivers and barriers for JDs
to using CDS were then explored by interviews. Finally, these findings were contrasted with the perception of patients about the
use of mCDS by JDs.
Results: Nine of the 16 JDs made a total of 142 recorded interactions with the mCDS over a 4-month period. Only 27 of the
114 interactions (24%) that could be categorized as on-shift or off-shift occurred on-shift. Eight individual, institutional, and
cultural barriers to engagement emerged from interviews with the user group. In contrast to reported cautions and concerns about
the impact of clinicians’ use of mobile phone on patient health and safety, patients had positive perceptions about the use of
mCDS.
Conclusions: Patients reported positive perceptions toward mCDS. The usage of mCDS to support clinical decision making
was considered to be positive as part of everyday clinical practice. The degree of engagement was found to be limited due to a
number of individual, institutional, and cultural barriers. The majority of mCDS engagement occurred outside of the workplace.
Further research is required to verify these findings and assess their implications for future policy and practice.
(JMIR mHealth uHealth 2015;3(3):e80)  doi: 10.2196/mhealth.4388
JMIR mHealth uHealth 2015 | vol. 3 | iss. 3 | e80 | p. 1http://mhealth.jmir.org/2015/3/e80/
(page number not for citation purposes)
Patel et alJMIR MHEALTH AND UHEALTH
XSL•FO
RenderX
KEYWORDS
clinical decision support systems; health care technology; human-centered computing; medical education; patient safety; ubiquitous
and mobile computing
Introduction
Background
Although the influence of evidence-based medicine (EBM) on
health care is gaining in importance, there can be challenges
for health care professionals to practice EBM at the point of
care [1]. Clinical decision support (CDS) systems, defined as
“information systems designed to improve clinical decision
making” [2], enable health care professionals to leverage the
benefits of technology and access the latest evidence to guide
their clinical practice [3]. Traditional forms of CDS range from
electronic patient record database systems in which clinicians
can access patient details and retrieve relevant drug information,
through to standalone software applications that are effectively
a repository or textbook of guidelines on a given clinical topic
[2]. Despite the affordances brought by these CDS systems, a
number of individual, organizational, and technological barriers
affected the engagement of clinicians with the technologies [4].
Smartphones enable users to perform tasks such as replying to
email and accessing Internet-based resources [5]. They can
increase the productivity of people in the workplace, but can
also provide an additional burden and distraction. They are
increasingly prevalent with over 82% of doctors reported to be
using a smartphone in the workplace to facilitate their care for
patients [6].
The prevalence of smartphones among those entering the
workforce is high, with 92% of junior doctors (JDs) owning
such a personal device [6,7]. In the United Kingdom, JDs
include foundation year (FY) doctors (those in their first 2 years
of training following graduation) and core trainee (CT) doctors
(in years 3-5 following graduation). This prevalence is
increasing and parallels other trends such as the growth in health
care-related apps, with over 10,000 now available [8]. This
suggests that ownership and usage of mobile software
applications among this group is already ubiquitous.
Nevertheless, there is little understanding about the use of CDS
on mobile phone (mCDS) devices by JDs for improving clinical
care.
There are a wide range of papers describing the use of mCDS
[9], yet few focus on the factors affecting engagement with
mCDS by JDs. Previous studies explored the use of CDS on
technology such as personal digital assistants [10] yet barriers
to the use of these devices such as usability and functionalities
likely relate to the outdated hardware, rather than the CDS tools
per se. Although this evidence remains useful for understanding
the challenges with technology acceptance among medical staff,
more research about engagement with CDS following the
development of smartphone devices is necessary. JDs are poor
at answering their clinical questions and likewise they require
significant support for finding answers on traditional CDS tools
[11]. Therefore, better understanding about the usefulness of
smartphones to meet their needs is required.
Study Objective
We aimed to explore the factors influencing JD engagement
with mCDS (Figure 1) for answering clinical questions in the
workplace. The objectives of this study were to quantify the
usage of mCDS by JDs; to compare the perceived drivers and
barriers held by individual JDs with their usage of the
technology; and to triangulate these findings with patient
perceptions about JDs using mCDS in the workplace.
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Figure 1. An example of a clinical decision support system on mobile phones (UpToDate) on a smartphone displaying the home page and an Android
device displaying an example topic.
Methods
Methodology
A mixed-methods approach was used for researching
engagement with technology among JDs in this health care
setting [12,13]. Mixed-methods approaches give researchers
flexibility for exploring complex phenomena such as technology
engagement, and enable data derived from multiple sources to
be triangulated so that such complex phenomena can be more
accurately explained.
Context
The study was completed as part of the University Hospitals of
Leicester NHS Trust’s wider clinical effectiveness (study
reference number 6608E) and quality improvement program
(Health Education East Midlands study reference number
LEI0085), based in the East Midlands, United Kingdom.
Therefore, all issues related to perceptions of surveillance and
temporary behavior changes were minimized. The study was
undertaken across 4 in-patient wards in a tertiary center renal
unit with a total of 59 beds. All patients are admitted under
specialist renal care. Consent was obtained from all JDs and
patients who participated in the study and both were reminded
of their right to withdraw consent at any point during the period
of data collection and analysis, before dissemination of the
findings. All data were anonymized to remove personally
sensitive or identifiable information. At the time of the study,
all medical notes at the Trust were handwritten and there were
no electronic patient records. There was no electronic
prescribing system; however, hospital guidelines and British
National Formulary were available on the hospital intranet,
accessible from any desktop computer located on all wards [14].
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As this study was conducted as part of the clinical effectiveness
program, JDs were not asked to stop using other CDS that they
were familiar with as this could have impacted patient care.
Sample
Sixteen JDs (FY1, FY2, and CT levels) were invited to
participate in this study. These doctors were based on the renal
unit as part of their individual training rotations across a 4-month
period between August and November 2013. The doctors were
provided with personal access to CDS technology (UpToDate)
[15] on their mobile phone or equivalent device at the start of
the rotation.
Data Collection
Overview
Data were collected from the following 3 main sources:
1. JDs usage with mCDS
2. JDs perceptions toward mCDS
3. Patients’ perceptions toward mCDS.
Usage of mCDS
The usage statistics from JDs accessing the technology were
collected to measure the quantity of mCDS use. An interaction
was classified as a text search conducted by an individual for a
specific query (eg, tacrolimus, transplant rejection, or heparin
infusion). Other data were logged by the system, but they do
not provide any insight into participant system usage. This
includes, for example, system synchronization to receive
software updates, Internet protocol address changes, and error
logs.
Any interactions made by JDs while online, in this case text
searches, were transmitted to a central server in real time. Usage
data from offline mode were transferred when individuals next
used the software online. All data were organized according to
the time of the interaction to investigate periods of high and
low engagement. The usage data were triangulated with the
on-shift commitments of JDs to further contextualize the nature
of usage with mCDS.
JD Perceptions Toward mCDS
To investigate the perceptions of JDs toward mCDS technology,
semistructured interviews were conducted with JDs on 2
occasions during the rotation. The first interviews exploring
factors affecting mCDS use were conducted after 2 months so
JDs had enough time to settle into the workplace and develop
ways of integrating the technology into their daily work. The
second interviews were conducted after a further 2 months at
the end of the job, to evaluate the main factors that promoted
or prevented use of mCDS during the rotation. Prompts during
the interviews included JDs’ perceived usage, their perceived
usefulness and usability of the mCDS, and perceptions about
acceptability of use in the workplace in front of patients.
Patient Perceptions Toward Engagement With mCDS
Feedback from patients about their perceptions of JDs using
mCDS in the workplace was collected using semistructured
interviews. Only patients who had observed first-hand JDs using
mCDS on the ward were invited to share their reflections. Only
members of the local area Kidney Patient Association could be
approached. Patients were asked to describe their recollections
of a doctor’s mCDS usage at the bedside, on the ward, or in
other instances when they observed interactions with the
technology.
Data Analysis
Overview
Quantitative and qualitative analyses were conducted on the
data collected using 3 methods. All interviews were transcribed
verbatim.
Usage of mCDS
Interactions with mCDS were divided into on-shift and
out-of-hours interactions by cross-referencing the time of
interaction with available on-shift data. On-shift data were not
available for 2 JDs.
JD Perceptions Toward mCDS
A framework analysis of emergent themes based on the
integrative model of technology acceptance among professionals
[16] was completed on the qualitative data collected from JDs.
The themes are outlined in Table 1.
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Table 1. Outline of the themes included in the integrative model of technology acceptance among professionals [16], which were used in the framework
analyses of the interviews.
DefinitionFramework themes
The willingness of an individual to try out any new information technology.Personal innovativeness in information technology
The extent to which the tangible results of using an innovation can be observable
and communicable.
Result demonstrability
The extent to which use of an innovation is perceived as enhancing one’s own
image or status.
Image
The perception that other people considered important by the person think that
he or she should perform the behavior.
Subjective norm
The perception of internal and external resource constraints on performing the
behavior.
Perceived behavioral control
The extent to which a person believes that using the system will be free of effort.Perceived ease of use
The extent to which a person believes that using the system will improve his or
her job performance.
Perceived usefulness
A person’s subjective probability to perform a specified behavior.Behavioral intention
The raw data were explored so that codes were applied to
phrases which aligned to components of the model. Any code
or theme that did not align with a component in the model was
identified as an emergent theme and organized into a new
component. All codes within components and existing or new
themes were triangulated with findings from the other analysis
to explain mCDS engagement among JDs.
Patient Perceptions Toward Engagement With mCDS
A thematic analysis was completed on the qualitative data
collected from patients. This approach was chosen because there
was no expectation that the process of coding would fit the data
into a pre-existing model or frame. This inductive or data-driven
approach ensured all themes were rooted in the raw data where
the focus of inquiry was patients’ perceptions, feelings, and
experience of JDs’ mCDS usage. In particular, the relationship
between patients’ subjective experience of mCDS usage by JDs
and their confidence with the problem-solving or
decision-making skills of the individual in question was
explored. Furthermore, themes that identified a relationship
between JD mCDS usage at the point of care and patients
subjective experience about safe or effective care on the ward
were also explored. Finally, the themes identified by patients
and JDs about mCDS were compared and contrasted.
Results
Usage of mCDS
A total of 142 mCDS interactions across 16 JDs were recorded
during the 4-month study period (Table 2).
Five JDs made 14 or more recorded interactions. This equates
to 90.1% of all observed interactions (n=128). Seven JDs did
not use the mCDS software. The JD who interacted the most
made 43 interactions, equating to 11 interactions/month. The
mean number of interactions across the JDs who used mCDS
(excluding those who did not interact at all) was 4
interactions/month. The 2 JDs who had the most interactions
(43 and 36) were both FY1. These 2 JDs had nearly twice as
many interactions as the JD with the next highest number of
interactions (20). While this is potentially interesting, no further
statistical analysis has been performed due to the small sample
across the 3 occupational-grade groups.
Data from 14 of the 16 JDs were available to establish whether
mCDS usage was conducted while on-shift or not. Of the 113
accountable interactions, 27 interactions were recorded while
JDs were on-shift, and 86 interactions were recorded when JDs
were off-shift. This suggests that a greater proportion of
interactions are conducted off-shift. Unfortunately, the
interactions for JD 4 and JD 5 could not be categorized as either
on-shift or off-shift.
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Table 2. Recorded interactions with clinical decision support on mobile phones among junior doctors.
Interview conducted?Out-of-hours interactions (n)On-shift interactions (n)Total interactions (n)JD gradeJunior doctor
(JD)
(Yes/No)
No251843FY11
No31536FY12
Yes19120CT3
YesN/AN/A15CT4
YesN/AN/A14FY25
Yes516FY26
Yes404CT7
Yes022FY18
Yes202FY29
Yes000FY110
Yes000FY211
Yes000FY112
Yes000FY113
No000FY114
No000FY215
Yes000FY116
Yes = 12862714216Total
JD Perceptions Toward mCDS
Overview
Twelve JDs completed a semistructured interview exploring
their perceptions about using mCDS (Table 2). Four JDs were
not available for interview due to their availability. The main
themes that explain the engagement of JDs with mCDS based
on the framework analyses of the integrated model of technology
acceptance among professionals [16] (Table 3) relate to personal
innovativeness, and the impression given by the JDs when using
mCDS to others around them (image and subjective norm),
perceived ease of use, and perceived usefulness. Eight barriers
or reasons for nonengagement with the mCDS emerged from
these themes. They are categorized as being individual,
institutional, or cultural (Table 4).
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Table 3. Summary of the framework analysis of junior doctor perceptions of clinical decision support on mobile phones (themes that did not emerge
have been removed).a
Subjective normPerceived usefulnessPerceived ease of
use
ImagePersonal inno-
vativeness in
information
technology
Framework themePositive or
negative per-
ception
03200Number of times theme
emerged
Positive per-
ceptions to-
ward clinical
decision sup-
port on mobile
phones
(mCDS) soft-
ware
—I had downloaded it
on my phone and I
found it really help-
ful.
It is fantastic to
have it avail-
able...on your
phone as well,
that's brilliant.
——Example comment
10111Number of times theme
emerged
Negative per-
ceptions to-
wards mCDS
software See image comment—If we are talking
about BNF
[British National
Formulary app]
I only use my
phone, I don't use
anything else be-
cause it's faster,
it's easy access.
But, this [mobile
CDS software] is
so much worse, it
is killing me.
My major issue with it in
terms of using it at work
is still the acceptability
of using mobile phones
in a ward environment
where everyone assumes
that you are doing a mil-
lion and one other things
but certainly not looking
up educational materials.
I'm sure the patient still
thinks that you are call-
ing and arranging your
social life.
I need to sign
up for an
Athens ac-
count and I
haven't really
done that ei-
ther, purely
because we've
been updated
with so many
passwords
and user-
names. I
thought this is
one too many,
I can't cope.
Example comment
aThis is based on the integrative model of technology acceptance among professionals [16]. Themes that emerged to explain the behavior of junior
doctors (JDs) with clinical decision support on mobile phones (mCDS) related to perceptions around the ease of using mCDS and the perceived usefulness
of mCDS for working as a JD, personal initiative, and capability for using technology in general, as well as the impression given by the JDs when using
mCDS to others around them and the subjective norm. Eight individual, institutional, and cultural barriers were identified from these themes.
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Table 4. Individual, institutional, and cultural perceptions to explain the engagement with clinical decision support on mobile phones. The 3 categories
emerged from 8 subthemes.
ExampleThemePerceptions
I don't particularly use it on my phone. I sometimes do, but it tends to be not necessarily at the
bedside or on the ward because it's quite hard to look at on the phone. [JD 7, 4 interactions]
Usability: Small screen
hard to read
Individual
I use it on the computer a lot of the time...rather than using it on my phone, just because we have
quite a few computers on the ward and it is just easier, bigger screen. [JD 13, no interactions]
I prefer the computer you know…the mobile is small. I try to use it from the computer, it's much
more comfortable. [JD 3, 20 interactions]
I use it more for MRCP [Membership of the Royal College of Physicians diploma] revision I
think rather than actually looking things up for work. I've only used it maybe once or twice at
work for work reasons. [JD 6, 6 interactions]
Fit-for-purpose: clinical
decision support on
mobile phones (mCDS)
preferred as out-of-
hours learning resource
[A barrier is] physically having time allocated to be able to look through these different resources.
[JD 10, no interactions]
Perceived lack of time
I generally ask someone...because there's generally a lot of people around, or use the hospital
guidelines, they are really quite good. [JD 11, no interactions]
Existing resources
equally effective
[I use] mostly BNF online, BNF paper copy. I’ve used up-to-date a few times. [Interviewer: On
your own phone?] No. On the computer. And also asking the pharmacist questions, and asking
the seniors questions and the...actual Internet of the hospital. [JD 7, 4 interactions]
[A barrier is] knowing that most of what you are researching is going to be overruled by local
guidance anyway, so it doesn't actually tie in with what your local trust policy is saying. [JD 10,
no interactions]
Information conflicts
with local/national
guidelines
Institutional
The other thing I've found with [the mCDS] was that...it's not NICE Guidelines...and it's not, not
always Trust guidelines in terms of, sort of, management and prescribing...There's a Trust policy
on those sorts of things...If one deviates from the other, obviously you're going to go with the
Trust policies, not [mCDS]. [JD 12, no interactions]
The problem is though...when you are working in a big Trust really, you should be following
clinical guidelines that are available. [JD 8, 2 interactions]
I think I need to sign up for an Athens account and I haven’t really done that either, purely because
we’ve been updated with so many passwords and usernames. I thought this is one too many, I
can’t cope. [JD 12, no interactions]
Lack of support
They said before our rotation they will send [information about the mCDS introduction] meal
as well. [Interviewer: Really?] Yeah, and then they kept asking us, “Did you went the [mCDS
introduction] meal?” [sic] I was like, “We did not receive any email regarding the [mCDS in-
troduction] meal.” [JD 9, 2 interactions]
The [Hospital] is not blessed with [Wi-Fi] signal, so that makes it very difficult to try and access
things on your phone. [JD 12, no interactions]
Lack of supporting
technological infrastruc-
ture
I think my major issue with it in terms of using it at work is still the acceptability of using mobile
phones in a ward environment where everyone assumes that you are doing a million and one
other things but certainly not looking up educational materials...I'm sure the patient still thinks
that you are calling and arranging your social life and so I just don't like that gap in terms of
people accepting that you can be using or texting or being on Facebook or something. That has
limited how much I've used it in the workplace, and I will really miss not having it soon on my
mobile device. [JD 4, 15 interactions]
Prevailing cultural
norm surrounding tech-
nology discourages use
of mobile devices at
bedside
Cultural
Individual Barriers
JDs preferred using the desktop-based CDS to the mCDS where
reading information on a small screen in certain clinical contexts
was perceived as challenging. JDs also preferred using mCDS
as a learning resource in their own time rather than as a tool
exclusively to aid them at the bedside in the workplace.
Furthermore, JDs suggested difficulty integrating mCDS into
their pattern of work, which was conditioned through previous
jobs where mCDS was not available. As a consequence, JDs
had difficulties integrating mCDS into their role in the
workplace and so sought instead to use alternative and more
established sources of support when presented with a clinical
question. On direct probing of these alternative sources, at least
seven were cited by JDs within interviews (Table 5). It is
particularly surprising that colleagues were not consulted for a
second opinion more often as a CDS resource, which is in
contrast to previous findings [17].
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Table 5. Alternative sources of clinical decision support reported by junior doctors in this study.
Number of junior doctors referring to resourceResource
7UpToDate desktop [18]
6British National Formulary Desktop [19]
3British National Formulary book [14]
2British National Formulary App [20]
2Colleagues as a “second opinion” (seniors/pharmacists)
1Local clinical guidelines
1Academic journals
Institutional Barriers
JDs confirmed that inconsistencies between recommended and
expected clinical practice presented challenges to the adoption
of mCDS guidance. A regular dilemma for JDs was choosing
between suggestions given by mCDS and receiving instruction
from alternative, traditionally “trusted” sources. This dilemma
was more challenging when instruction varied across sources
such as local, mCDS, and national guidance (eg, National
Institute for Health and Care Excellence clinical guidelines)
[21]. JDs gave up using mCDS in these situations, defaulting
to resources perceived as being more accessible such as desktop
computers.
The motivation for JDs to persist with using mCDS against this
backdrop was challenged, especially in the face of other barriers
such as reported usability and accessibility issues. Although
JDs cited usability and accessibility as a factor for deterring the
use of mCDS, all were provided with personal subscriptions
for the software to enable access with minimal effort and all
participated in an induction session where mCDS was carefully
introduced to them. Irrespective of these specific accessibility
issues, JDs also cited the general lack of information
communications technology infrastructure as a barrier to active
mCDS use.
Cultural Barriers
Some of the JDs explicitly expressed belief that the use of
mCDS in direct view of patients would be perceived as being
unprofessional. They, therefore, chose not to use devices in
plain view. This concern was also raised in relation to senior
colleagues considering JDs’ use of their mobile device in front
of patients or on the ward as being unprofessional. This
dissuaded JDs from using mCDS at and away from the bedside.
Paradoxically, other JDs acknowledged the opportunity for
using mCDS positively and so used mCDS, as they felt it
appropriate and had less concern for the negative views of
others.
Patient Perceptions Toward mCDS
Four kidney patients were interviewed as part of the study.
Patients interviewed were all members of the local area Kidney
Patient Association. At the time of the study only 4 of their
members were on the ward. The study was not permitted to
approach other patients due to confidentiality reasons.
All patients were in favor of using technologies such as mCDS
to better inform clinical diagnostic decision making.
Furthermore, all the patients were comfortable with JDs using
the mCDS at the bedside as part of the consultation process if
appropriate to the delivery of care.
I don’t mind, I’m quite happy with that. There’s so
many drugs and so many side effects and whatever,
I want them to be as informed as possible, please.
[Patient 3]
Patients acknowledged the complexity of their medical
condition, which comprised multiple long-term conditions. For
the patients, deciphering the condition that contributed to their
presenting problem was not obvious. Furthermore, patients
believed that prescribing medication and avoiding drug
interactions required JDs in the absence of clinical experience
to seek support from a variety of sources such as mCDS.
Patients believed accessing mCDS was equivalent to asking
senior clinicians for the answer when making a clinical decision.
When the doctor says to you, “I’ve got to go and
consult a senior,” we exactly know what they’re going
to do. It’s the same thing. Otherwise they say to you,
“I have to go and look it up.” [Patient 1]
Patients also felt reassured that JDs sought to use mCDS in their
clinical diagnostic decision making, rather than make decisions
without some form of support in a setting of uncertainty.
Furthermore, patients believed that the comfort with using
mCDS in the clinical diagnostic decision-making process
communicated something positive about the confidence and
competence of the health care professionals.
...a GP [General Practitioner] that was looking after
me, he was ready to say, “I want to check on one or
two things,” and he would pull them up on his PC.
You can’t know everything. I think it’s reassuring to
know that your physician isn’t pompous enough that
it stops them from genning-up [revising] on something
that they’re uncertain about or totally ignorant,
maybe. So I’d rather they do that...I think it’s
reasonable to use the tools of the day, and [mCDS
is] one of them. [Patient 4]
Patients stressed the importance of JDs explaining their intention
for using mCDS prior to doing so. While patients were
supportive of mCDS, all felt that a brief explanation of the
rationale for using mCDS in the consultation was important to
prevent any misappropriation of their behavior, such as handling
of devices that could be seen as an intention to use them for
nonwork-related purposes.
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If the doctor does have to use a mobile while he’s
with the patient, he has to just tell the patient, “Listen,
I’m looking up a certain drug, I want to see what it
says about it,” and the patient will perfectly
understand that...As long as they explain it, that’s
fine. [Patient 1]
If they say, “I’m just going to use this to just check
on this, because it could have side effects or it could
have something, so, do you mind if I just look at it
now?” That’s all they need to do, isn’t it?” [Patient
3]
Discussion
Descriptive Findings
This research explored the factors influencing JDs engagement
with mCDS for answering clinical questions when in the
workplace; in addition, we compared the perceived drivers and
barriers held by individual JDs with their usage of the
technology and considered these findings in relation to patient
perceptions about JDs using mCDS in the workplace.
Surprisingly, of the 16 participants who had the opportunity to
utilize the mCDS through the free, personal subscription, no
interactions were recorded for 7 JDs. As many as 128 (90.1%)
of the interactions were recorded by 5 of the 16 JDs, with a
range from 14 to 43 interactions/JD, indicating a large individual
variance. The remaining 14 interactions (10%) were recorded
by the remaining 4 JDs. Of the 9 JDs who did interact with
CDS, 4 interactions were recorded on average/month. An
interesting finding is that the majority (n=86) of the interactions
were conducted out-of-hours.
mCDS is more accessible to the end user at the bedside to make
clinical decisions, compared with equivalent systems available
on desktop computers. JDs who lack experience are more likely
to seek information to support clinical diagnostic decision
making compared with clinicians who are more likely to use
experience as a driver for decision making [17,22]. The usage
of mCDS was initially considered low by the research team (4
interactions/month for those who did engage). However, the
engagement of JDs is more than other research which concluded
that bedside use of CDS was, “feasible and useful in addressing
unresolved clinical questions” [17]. For example, Phua et al
[17] reported 157 searches by 27 doctors (5 consultants, 2
associate consultants, 4 registrars, 13 medical officers, and 3
house officers) between their study period from September to
November [17]. Nonetheless, these figures do seem to be low
given the number of clinical decisions made in practice. The
barriers identified in this and previous studies provide
explanations for this low engagement which should be addressed
in future research.
At first glance, the attractiveness to using mCDS for JDs may
appear to be when physical presence in the form of senior
support is lacking; however, this study did not confirm this
assumption. In the absence of previous studies exploring the
use of mCDS among JDs, possible reasons for reduced mCDS
use while on-call may include the increased availability of senior
advice or the perceived lack of time from volume of work. A
previous study identified that JDs found lack of time as a
pervasive barrier to answering their clinical questions with
evidence-based support tools accessible on desktops [23].
Junior Doctors’ Perceptions Toward mCDS
The main barriers to mCDS were anticipated following a review
of conceptual models for explaining technology acceptance by
health care professionals [16,24-27]. These models did not
predict all the barriers identified in this study. Part of this is due
to the model variables not including some of the specific
characteristics unique to mCDS. Previous researchers have
criticized the exclusive use of models to explain drivers or
barriers for engagement with technology for this very reason
[28,29]. Although existing models may explain an individual’s
intention to use a given technology such as mCDS, they lack
solutions to overcome context-specific barriers to engagement.
This suggests that the models need to be revisited in relation to
mobile-specific technology in tertiary care.
Individual Barriers
Usability issues were a barrier to mCDS use in this study. This
supports the findings from other studies in general workplace
settings including health care, which have identified screen size
as a particular issue for end users [30,31]. However, some
studies report that doctors prefer smaller devices with better
form function over a larger device that would be easier to read
at work [32], suggesting that usability issues are context specific
and require further research in the health care setting.
Alternatives to smartphone access for improving usability issues
include the provision of tablets; however, other factors such as
the risk of theft in the health care setting need careful
consideration [33].
The extent of mCDS usage outside the workplace rather than
within it has not been extensively reported because research to
explore engagement of technologies has generally taken place
as during work hours [17]. This observation suggests that the
attractiveness of mCDS among JDs was sufficient to encourage
them into accessing the resource away from the workplace,
despite suggesting perceived lack of time was also an issue.
Similarly, the range of alternative sources used for accessing
other CDS systems suggests that it is not the perceived
usefulness of CDS in general that is of concern. Previous studies
in North America have indicated that desktop versions are most
widely used among doctors in training [34] as well as established
nephrologists [35]. Alternative sources of information are likely
to be advocated in some contexts and may form the basis of
individual, institutional, and cultural habits. These practices
may be a barrier for the adoption of mCDS but are not
necessarily problematic for patient safety and decision making.
Rather, CDS should be used to supplement these practices.
Clinical guidelines should be developed locally to advise how
inconsistent information across sources should be resolved.
Institutional Barriers
Although JDs cited that a conflict between local guidelines and
information on commercial software prevented greater
engagement with mCDS, some tools do have functionality for
clinicians to edit information within the software and achieve
better concordance with local guidelines [36]. Further research
is necessary to examine whether alternative choices represent
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deviations from clinical guidelines or whether the clinical
context in which JDs were immersed in required an alternative
approach.
Despite an induction to the technology at the start and a
group-based review in the middle of the rotation, this study
supports the finding from the wider literature that a perceived
lack of support is likely to inhibit technology use. A literature
review of evidence for measures to support technology
implementation in health care confirms a lack of appropriate
training and technical support as major barriers to engagement
with technology [37]. Poor information technology infrastructure
for new technologies such as Wi-Fi access is already a
well-reported barrier for engagement with mCDS by JDs in
other parts of the United Kingdom [38].
Cultural Barriers
The culture of the renal unit emerged in the interviews as a
barrier to JD engagement with the mCDS. This relates to the
use of a personal mobile device on the ward to access mCDS
as being perceived by patients and senior colleagues as
unprofessional or demonstrating inexperience. Conversely,
some of the JDs were not concerned. Previous research has
demonstrated that there can be striking differences between
what individuals consider to be socially appropriate mobile
phone use in particular contexts [39]. Palen et al [39]
demonstrated that behavior and considerations for what is
deemed to be appropriate are modified quickly following
experience. Nickerson et al [40] also reported differences
between what is acceptable voice and texting mobile phone use
based on national culture and a user’s age.
These findings suggest 2 things for future adoption of mCDS
at the bedside. First, if the usage of mCDS were normal practice
for all health care professionals, these barriers would be
minimal. Second, national culture and age will have an impact
on what is deemed to be appropriate or not. However, given the
sensitive environment of health care, further research should
establish whether or not Palen et al’s [39] and Nickerson et al’s
[40] findings predict what is socially appropriate for mobile
device use in health care. For example, Brady et al [41] reported
that mobile communication devices can be contaminated with
bacteria and as such procedures have to be followed to reduce
contamination or banned in some more critical hospital areas.
If there were a number of publicized episodes of such
contamination, the perception toward mobile device use on
wards and at the bedside would soon decline.
Patient Perceptions Toward mCDS
Despite the positive feedback from patients about the use of
mCDS by participants, other research suggests that patients who
observe clinicians using mCDS perceive them as being having
poorer diagnostic ability and as demonstrating less professional
awareness compared with clinicians who do not regularly access
such technologies [42,43]. In their case [42,43], research
involved simulations with undergraduate students playing the
role of patients; therefore, how well these perceptions generalize
to the beliefs of patients in real practice is unclear.
Limitations
There are 4 main limitations to this study. First, the lack of data
attributable to individual users who accessed CDS on desktop
computers limits the true engagement of JDs with CDS to be
evaluated. There is a strong case for enabling greater ease of
access on desktop versions, rather than forcing individuals to
login (and capture their individual user information), which
risks people not using the resource in the first place. Second,
no data were collected on the use of other online CDS accessed
through the mobile phones. A number of online reference tools
such as Medscape also provide CDS; therefore, the actual
engagement with CDS in the widest sense is likely to be
underreported. Third, the use of mCDS by senior colleagues
was not studied despite the apparent influence of their actions
on the behavior of JDs. Finally, the actions that senior colleagues
expect JDs to take when they are uncertain and have unanswered
clinical questions were not identified in this study, although
these appear to influence the behavior of JDs. Thus, these should
be the subject of future research.
Implications
The findings of this study carry a number of implications for
current practice, institutional policy, and further research. The
perceived lack of time cited by JDs for using mCDS raises
questions about the usage and accessibility to these technologies
at medical school. The need for medical students and JDs to
become more digitally literate was recognized 20 years ago
[44]. Twenty years later, this study’s findings lend further
support for this call. Health care professionals are now working
in an age where the medical knowledge doubling time is rapidly
reducing and predicted to be only 73 days by 2020 [45]. Rather
than squeezing more new things into undergraduate or
postgraduate curricula, developing traditional communication
skills courses and re-examining the role of digital devices such
as mCDS in the consultation process may seem more
appropriate. Furthermore, over time and with more practice
using mCDS as part of a forward-looking training program,
productivity and quality of patient care could improve, resulting
in benefits for patients, health care professionals, and
organizations [46].
Organizations should carefully consider the reported individual,
institutional, and cultural barriers before implementing new
technologies such as mCDS, as they otherwise risk little or no
technology adoption by health care professionals. Active training
and technical support must be provided to all potential end users,
with protected time set aside to target barriers such as
misconceptions, and give health care professionals the best
chance of engaging with the software. Technical infrastructure
must be evaluated prior to adopting technology such as mCDS
that requires frequent updates to ensure information is up to
date. Without a reliable Internet connection, the sustainability
of technology adoption may be affected detrimentally, as health
care professionals may soon abandon technology that is not
reliably available and is potentially out of date. Buy-in from
management and senior clinicians is also likely to influence
uptake from JDs and the prevailing beliefs held by clinicians
about new technologies accessible on mobile devices.
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JDs engaged with mCDS outside the workplace, despite the
primary function of the technology being a CDS tool for
answering clinical questions at the bedside. Although usability
and in particular screen size was reported as a barrier for mCDS
use, alternatives such as tablet computers are potentially
available. Clearly, more research is necessary to better
understand the feasibility of providing such devices for the
ward-based setting, given the associated risks such as theft. One
of the main unanswered questions where there is a paucity of
evidence concerns the impact of mCDS or CDS upon patient
care [38]. A multisite study [47] suggested correlation between
availability of a desktop-based version of CDS and a shorter
length of stay with lower mortality rates for patients. However,
while the effects in small and nonteaching hospitals were strong,
the benefits were not as clear in larger teaching hospitals [47].
A large-scale study in the United Kingdom is necessary to
confirm the benefits and assess the nature of impact before
reallocating significant resources to mandate the use of any
innovative CDS systems among JDs in the National Health
Service.
Conclusions
This research explored the factors influencing JD engagement
with mCDS for answering clinical questions in the workplace.
The usage of mCDS to support clinical decision making was
considered to be positive as part of everyday clinical practice.
However, there are large differences between JDs’ usage. This
is attributed to individual, institutional, and cultural barriers
that must be overcome for mCDS to become a part of clinical
working practice. Individual barriers to engagement include
usability issues such as finding information hard to read due to
the small device screen, preference to use the mCDS away from
the workplace, feeling pressured to have sufficient time to
engage with the mCDS, and feeling more comfortable in using
more familiar sources of clinical support on the ward. Three
institutional barriers were reported to mCDS engagement,
namely, disagreement between information given by the mCDS
and local or national guidelines, a lack of support provided to
JDs by the implementation team, and poor Wi-Fi coverage at
the hospital. One major cultural barrier existed, in relation to
JDs’ concern for being seen to use the mobile phone while
interacting with patients. Patients, contrary to JDs’ concerns,
felt great enthusiasm for mCDS to inform and enhance patient
safety, on the assumption that JDs would explain why a mobile
phone was being used as part of doctor-patient interaction.
The study observed the implementation of mCDS into clinical
use for JDs and found that engagement among the user group
was low, albeit more than that of similar studies. Many of the
barriers identified are relevant to the implementation of all new
technologies in health care. In particular, 2 barriers (providing
adequate support to JDs and changing organizational culture to
encourage engagement) are of particular note as these require
change at the institutional level. Two novel findings emerged
from the study, namely, patients reported positive perceptions
of mCDS use throughout patient interactions and the majority
of user engagement with the tool occurred outside of the
workplace environment.
Acknowledgments
This research study was part-funded by Health Education East Midlands. Small financial contributions were also received from
the University Hospitals of Leicester NHS Trust and the University of Leicester. The National Institute of Health Research is
also acknowledged for funding Dr Patel’s Academic Clinical Lectureship and associated research. The authors would like to
thank Maria Martinez Martinez, Chetna Modi, Gill Hartley, Jo Hadley, Reena Valand, and Adam Nawaz, and the rotational junior
pharmacists who assisted with the study, as well as Professor Sue Carr and all staff at the John Walls Renal Unit (Leicester
General Hospital). All authors actively contributed to the study and paper preparation.
Conflicts of Interest
None declared.
References
1. Bates DW, Kuperman GJ, Wang S, Gandhi T, Kittler A, Volk L, et al. Ten commandments for effective clinical decision
support: Making the practice of evidence-based medicine a reality. J Am Med Inform Assoc 2003;10(6):523-530 [FREE
Full text] [doi: 10.1197/jamia.M1370] [Medline: 12925543]
2. Garg AX, Adhikari NK, McDonald H, Rosas-Arellano MP, Devereaux PJ, Beyene J, et al. Effects of computerized clinical
decision support systems on practitioner performance and patient outcomes: A systematic review. JAMA 2005 Mar
9;293(10):1223-1238. [doi: 10.1001/jama.293.10.1223] [Medline: 15755945]
3. Shiffman RN, Wright A. Evidence-based clinical decision support. Yearb Med Inform 2013;8(1):120-127. [Medline:
23974559]
4. Moxey A, Robertson J, Newby D, Hains I, Williamson M, Pearson S. Computerized clinical decision support for prescribing:
Provision does not guarantee uptake. J Am Med Inform Assoc 2010;17(1):25-33 [FREE Full text] [doi: 10.1197/jamia.M3170]
[Medline: 20064798]
5. Ozdalga E, Ozdalga A, Ahuja N. The smartphone in medicine: A review of current and potential use among physicians
and students. J Med Internet Res 2012;14(5):e128 [FREE Full text] [doi: 10.2196/jmir.1994] [Medline: 23017375]
6. Charani E, Kyratsis Y, Lawson W, Wickens H, Brannigan ET, Moore LS, et al. An analysis of the development and
implementation of a smartphone application for the delivery of antimicrobial prescribing policy: Lessons learnt. J Antimicrob
Chemother 2013 Apr;68(4):960-967 [FREE Full text] [doi: 10.1093/jac/dks492] [Medline: 23258314]
JMIR mHealth uHealth 2015 | vol. 3 | iss. 3 | e80 | p. 12http://mhealth.jmir.org/2015/3/e80/
(page number not for citation purposes)
Patel et alJMIR MHEALTH AND UHEALTH
XSL•FO
RenderX
7. Carter T, Rodrigues M, Robertson A, Brady R. Smartphone and medical applications use by contemporary surgical trainees:
A national questionnaire study. J Mob Technol Med 2014 Jul 28;3(2):2-10. [doi: 10.7309/jmtm.3.2.2]
8. Kamerow D. Regulating medical apps: Which ones and how much? BMJ 2013;347:f6009. [Medline: 24103694]
9. Martínez-Pérez B, de la Torre-Díez I, López-Coronado M, Sainz-de-Abajo B, Robles M, García-Gómez JM. Mobile clinical
decision support systems and applications: A literature and commercial review. J Med Syst 2014 Jan;38(1):4. [doi:
10.1007/s10916-013-0004-y] [Medline: 24399281]
10. Mattana J, Charitou M, Mills L, Baskin C, Steinberg H, Tu C, et al. Personal digital assistants: A review of their application
in graduate medical education. Am J Med Qual 2005;20(5):262-267. [doi: 10.1177/1062860605278616] [Medline: 16221834]
11. Cullen R, Clark M, Esson R. Evidence-based information-seeking skills of junior doctors entering the workforce: An
evaluation of the impact of information literacy training during pre-clinical years. Health Info Libr J 2011 Jun;28(2):119-129.
[doi: 10.1111/j.1471-1842.2011.00933.x] [Medline: 21564495]
12. Creswell J, Clark DC. Designing & Conducting Mixed Methods Research + The Mixed Methods Reader. London, UK:
Sage Publications; 2007.
13. Stange KC, Zyzanski SJ. Integrating qualitative and quantitative research methods. Fam Med 1989;21(6):448-451. [Medline:
2612801]
14. British National Formulary. British National Formulary 67, March 2014-Sepember 2014 67th Edition. London, UK: BMJ
Group and Pharmaceutical Press; 2014.
15. Wolters Kluwer Health. UpToDate Mobile Access. 2015. URL:http://www.uptodate.com/home/uptodate-mobile-access
[accessed 2015-02-26] [WebCite Cache ID 6Wc5IMIMh]
16. Yi MY, Jackson JD, Park JS, Probst JC. Understanding information technology acceptance by individual professionals:
Toward an integrative view. Inf Manage 2006 Apr;43(3):350-363. [doi: 10.1016/j.im.2005.08.006]
17. Phua J, See KC, Khalizah HJ, Low SP, Lim TK. Utility of the electronic information resource UpToDate for clinical
decision-making at bedside rounds. Singapore Med J 2012 Feb;53(2):116-120 [FREE Full text] [Medline: 22337186]
18. Wolters Kluwer Health. Product. 2015. URL:http://www.uptodate.com/home/product [accessed 2015-02-26] [WebCite
Cache ID 6Wc5cyu2Z]
19. British National Formulary. About MedicinesComplete. London, UK: British National Formulary; 2015. URL:https://www.
medicinescomplete.com/about/ [accessed 2015-02-26] [WebCite Cache ID 6Wc5g2NRK]
20. British National Formulary. British National Formulary (BNF) Mobile App. London, UK: British National Formulary;
2015. URL:http://www.pharmpress.com/product/BNF_APP/british-national-formulary-bnf-mobile-app [accessed 2015-02-26]
[WebCite Cache ID 6Wc5jtuG6]
21. National Institute for Health and Care Excellence. NICE Apps for Smartphones and Tablets. London, UK: National Institute
for Health and Care Excellence; 2015. URL:https://www.nice.org.uk/About/What-we-do/
NICE-apps-for-smartphones-and-tablets [accessed 2015-02-26] [WebCite Cache ID 6Wc5nPWOl]
22. Doerr M, Edelman E, Gabitzsch E, Eng C, Teng K. Formative evaluation of clinician experience with integrating family
history-based clinical decision support into clinical practice. J Pers Med 2014;4(2):115-136 [FREE Full text] [doi:
10.3390/jpm4020115] [Medline: 25563219]
23. Green ML, Ruff TR. Why do residents fail to answer their clinical questions? A qualitative study of barriers to practicing
evidence-based medicine. Acad Med 2005 Feb;80(2):176-182. [Medline: 15671325]
24. Venkatesh V, Morris MG, Davis GB, Davis FD. User acceptance of information technology: Toward a unified view. MIS
Q 2003 Sep;27(3):425-478 [FREE Full text]
25. Heselmans A, Aertgeerts B, Donceel P, Geens S, Van de Velde S, Ramaekers D. Family physicians' perceptions and use
of electronic clinical decision support during the first year of implementation. J Med Syst 2012 Dec;36(6):3677-3684. [doi:
10.1007/s10916-012-9841-3] [Medline: 22402980]
26. Holden RJ, Karsh B. The technology acceptance model: Its past and its future in health care. J Biomed Inform 2010
Feb;43(1):159-172 [FREE Full text] [doi: 10.1016/j.jbi.2009.07.002] [Medline: 19615467]
27. Kijsanayotin B, Pannarunothai S, Speedie SM. Factors influencing health information technology adoption in Thailand's
community health centers: Applying the UTAUT model. Int J Med Inform 2009 Jun;78(6):404-416. [doi:
10.1016/j.ijmedinf.2008.12.005] [Medline: 19196548]
28. Bagozzi RP. The legacy of the technology acceptance model and a proposal for a paradigm shift. J Assoc Inf Syst 2007
Apr;8(4):244-254 [FREE Full text]
29. Bouwman H, van de Wijngaert L, de Vos H. Context-sensitive mobile services for police officers: A re-assessment of
TAM. Washington, DC: IEEE Computer Society; 2008 Presented at: Proceedings of the 2008 7th International Conference
on Mobile Business (ICMB '08); Jul 7-8, 2008; Barcelona, Spain p. 191-200. [doi: 10.1109/ICMB.2008.18]
30. Boruff JT, Storie D. Mobile devices in medicine: A survey of how medical students, residents, and faculty use smartphones
and other mobile devices to find information. J Med Libr Assoc 2014 Jan;102(1):22-30 [FREE Full text] [doi:
10.3163/1536-5050.102.1.006] [Medline: 24415916]
31. Thakur A, Gormish M, Erol B. Mobile phones and information capture in the workplace. In: Proceedings of the Extended
Abstracts on Human Factors in Computing Systems (CHI EA ’11). New York, NY: ACM; May 7, 2011:1513-1518.
JMIR mHealth uHealth 2015 | vol. 3 | iss. 3 | e80 | p. 13http://mhealth.jmir.org/2015/3/e80/
(page number not for citation purposes)
Patel et alJMIR MHEALTH AND UHEALTH
XSL•FO
RenderX
32. Anokwa Y, Ribeka N, Parikh T, Borriello G, Were M. Design of a phone-based clinical decision support system for
resource-limited settings. New York, NY: ACM; 2012 Mar Presented at: Proceedings of the Fifth International Conference
on Information and Communication Technologies and Development; Mar 12-15, 2012; Atlanta, GA p. 13-24. [doi:
10.1145/2160673.2160676]
33. McDonnell CH, Seidenwurm DJ, McDonnell DE, Bobolis KA. Self administered screening for hereditary cancers in
conjunction with mammography and ultrasound. Fam Cancer 2013 Dec;12(4):651-656. [doi: 10.1007/s10689-013-9641-z]
[Medline: 23584879]
34. Lai CJ, Aagaard E, Brandenburg S, Nadkarni M, Wei HG, Baron R. Brief report: Multiprogram evaluation of reading habits
of primary care internal medicine residents on ambulatory rotations. J Gen Intern Med 2006 May;21(5):486-489 [FREE
Full text] [doi: 10.1111/j.1525-1497.2006.00432.x] [Medline: 16704393]
35. Shariff SZ, Bejaimal SA, Sontrop JM, Iansavichus AV, Weir MA, Haynes RB, et al. Searching for medical information
online: A survey of Canadian nephrologists. J Nephrol 2011;24(6):723-732. [doi: 10.5301/JN.2011.6373] [Medline:
21360475]
36. Reynolds DJ, Fajemisin O, Wilds S. Local formularies. Br J Clin Pharmacol 2012 Oct;74(4):640-643 [FREE Full text]
[doi: 10.1111/j.1365-2125.2012.04269.x] [Medline: 22420709]
37. Lluch M. Healthcare professionals' organisational barriers to health information technologies: A literature review. Int J
Med Inform 2011 Dec;80(12):849-862. [doi: 10.1016/j.ijmedinf.2011.09.005] [Medline: 22000677]
38. Charani E, Castro-Sánchez E, Moore LS, Holmes A. Do smartphone applications in healthcare require a governance and
legal framework? It depends on the application!. BMC Med 2014 Feb 14;12:29 [FREE Full text] [doi:
10.1186/1741-7015-12-29] [Medline: 24524344]
39. Palen L, Salzman M, Youngs E. Discovery and integration of mobile communications in everyday life. Pers Ubiquitous
Comput 2001 Jul 1;5(2):109-122. [doi: 10.1007/s007790170014]
40. Nickerson RC, Isaac H, Mak B. A multi-national study of attitudes about mobile phone use in social settings. Int J Mob
Commun 2008;6(5):541-563. [doi: 10.1504/IJMC.2008.019321]
41. Brady RR, Verran J, Damani NN, Gibb AP. Review of mobile communication devices as potential reservoirs of nosocomial
pathogens. J Hosp Infect 2009 Apr;71(4):295-300. [doi: 10.1016/j.jhin.2008.12.009] [Medline: 19168261]
42. Arkes HR, Shaffer VA, Medow MA. Patients derogate physicians who use a computer-assisted diagnostic aid. Med Decis
Making 2007;27(2):189-202. [doi: 10.1177/0272989X06297391] [Medline: 17409368]
43. Shaffer VA, Probst CA, Merkle EC, Arkes HR, Medow MA. Why do patients derogate physicians who use a computer-based
diagnostic support system? Med Decis Making 2013 Jan;33(1):108-118. [doi: 10.1177/0272989X12453501] [Medline:
22820049]
44. Koschmann T. Medical education and computer literacy: Learning about, through, and with computers. Acad Med 1995
Sep;70(9):818-821. [Medline: 7669159]
45. Densen P. Challenges and opportunities facing medical education. Trans Am Clin Climatol Assoc 2011;122:48-58 [FREE
Full text] [Medline: 21686208]
46. Leonard KJ. ElectronicHealthcare. 2004 Mar. Critical success factors relating to healthcare’s adoption of new technology:
A guide to increasing the likelihood of successful implementationURL:https://www.longwoods.com/content/16194 [accessed
2015-08-03] [WebCite Cache ID 6aUyzMttP]
47. Isaac T, Zheng J, Jha A. Use of UpToDate and outcomes in US hospitals. J Hosp Med 2012 Feb;7(2):85-90. [doi:
10.1002/jhm.944] [Medline: 22095750]
Abbreviations
CDS:  clinical decision support
CT:  core trainee
EBM:  evidence-based medicine
FY:  foundation year
JD:  junior doctor
mCDS:  clinical decision support on mobile phones
JMIR mHealth uHealth 2015 | vol. 3 | iss. 3 | e80 | p. 14http://mhealth.jmir.org/2015/3/e80/
(page number not for citation purposes)
Patel et alJMIR MHEALTH AND UHEALTH
XSL•FO
RenderX
Edited by G Eysenbach; submitted 27.02.15; peer-reviewed by P Kokotailo, N Lafferty; comments to author 26.03.15; revised version
received 04.06.15; accepted 19.06.15; published 13.08.15
Please cite as:
Patel R, Green W, Shahzad MW, Larkin C
Use of Mobile Clinical Decision Support Software by Junior Doctors at a UK Teaching Hospital: Identification and Evaluation of
Barriers to Engagement
JMIR mHealth uHealth 2015;3(3):e80
URL: http://mhealth.jmir.org/2015/3/e80/
doi: 10.2196/mhealth.4388
PMID: 26272411
©Rakesh Patel, William Green, Muhammad Waseem Shahzad, Chris Larkin. Originally published in JMIR Mhealth and Uhealth
(http://mhealth.jmir.org), 13.08.2015. This is an open-access article distributed under the terms of the Creative Commons Attribution
License (http://creativecommons.org/licenses/by/2.0/), which permits unrestricted use, distribution, and reproduction in any
medium, provided the original work, first published in JMIR mhealth and uhealth, is properly cited. The complete bibliographic
information, a link to the original publication on http://mhealth.jmir.org/, as well as this copyright and license information must
be included.
JMIR mHealth uHealth 2015 | vol. 3 | iss. 3 | e80 | p. 15http://mhealth.jmir.org/2015/3/e80/
(page number not for citation purposes)
Patel et alJMIR MHEALTH AND UHEALTH
XSL•FO
RenderX
